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DEPARTMENT OF HEALTH AND HUMAN SERVICES W-0001-001 FORMAPPROVED
~EENTERS FOR MEDICARE & MEDICAID SERVICES Q -
STATEMENT OF\DEFICIENCIES (1) PROVIDER/ISUPPLIERIGUA (X2) MULTIPLE CONSTRUCTION {X2) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 - MAIN BUILDING 04 COMPLETED
’ 485141 8, WING 1242712016
NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
ALLEGHANY HEALTH AND REHAB 1725 MAIN STREET
GLIFTON FORGE, VA 24422
{%4) I ‘ SUMMARY STATEMENT OF DEFICIENCIES ' iD PROVIDER'S PLAN OF CORRECTION (EAGH commion
PREFIX | (EACH DEFIGIENCY MUST BE PRECEDED BY FULL REGULATORY|  PREFIX CORRECTIVE ACTION SHOULD BE GROSS- ]
TAG OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE
~ DEFICIENCY)
K 000/ INITIAL COMMENTS KOO0 | Preparation and/or execution ofthe Plan '
' gg C?r,r?cﬂen does not conetitute !
Surveyor: 21761 MUSsion or agraement of the provider
) of the truth of the facts alleged or
C?nst;ucticn Type: 11(000) gngs;usf;?ns s%ffnﬂh In the statement of
) eholancles. The Plan of Comection is |,
N'umber of storles: One Story . gria;;arezf agdéai ;xecuia;d!aazsry hecause|
o ) o 4 required by the provislon of Feda
Bullding description: The facllity is a one-story and State law. g el |
buildihg of unprotected, noncombustible This . l
i . plan of correction Is the facil
construction with concrete floors. cre#i{:yej_fllegaﬂon of compﬂarme.ty'8 :
Sprinkler Status: The building is fully sprinklered K283 |
anid protected by NFPA #13 systems supplied by 1.) Address the corractive action takenl
municipal water. for the |dentiflad problém,

' ) The exii signs were ordered on 12/20/16
An unannounced standard recertification Life to bs delivered on 01/04/17 and fo be

Safety Code survey was conducted 12/27/16 in Installed on 01/06/17.

accordance with 42 Code of Federal Regulation, 2.) Address how facllity will Identify
Part 483: Rﬁquamen[@ for LO“Q Term Care . glz“"ag ocourTences o:yﬂ]e probiem,
Facilities, The facility was surveyed for

; ; ; » No similar cceurences were ldentifiad
compliance using the LSC 2012 Existing

regulations. The facility was not in compliance upon faclty rounds on 01/03/17.

with the Requirements for Participation Medicare 3.) Identlfy measures/systemic

and Medicaid. changes to enaure deflclent practice

will not recur,

1
The Malntenance Dlractor and or !
Malntenance Assistant have added |

| The'findings that follow demonstrate non- checklng the courtyard exit signs to their
compliance with Title 42 Code of Regulations, Maintenanca rounds checkist.
483.70(a) et seq (Life Safsty from Fire) 4 Inclicate how facllity will monitor s |
NFPA 101 Exit Signage parformance,
K293 o K293 The Malntenance Director and or
SS=F| Exit Signage

Malntenance Assistant will review the

2012 EXISTING Malntenance rounds checklist, along with

Exit-and directional signs are displayed in work order history with the safety _ :
accordance with 7.10 with continuous illumination cqu:?g!%atm;:hnm&a;}d any *?gges t\‘;’" ﬁ? {
also served by the emergency lighting system. Submitied 1o fhe commiites at least |
19.2.10.1 d gency fghting systam quartsrly for additional recommendations,

(Indicate N/A in one-story existing occupancies !
6.) Date of correction, {

Compllanca Date Is 01/19/17

LABORATORY BIRECTO 'S OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE Hilk ' (%6} DATE
N o -« P
MZJ{ Al A desiiTintic. 27 :

Any tleficisncy stalament snding with an asterisk (%) denotes a deficlancy which the institution may be excused from correeting providing it Is determined that
other safeguar provide sufficlent pratection lo the patients, {Sesinstructions.) Except for nursing homas, the findings staled above ara disclosabie 90 days
followlng the dale of survay whether or niot a plan of correction s providad. For nursing homes, the above findings and plans of comection are disclosabla 14

days following the date thess documents ars matde avaliable to the facility. If daficlancles are clted, an dpproved plan of correction is requisite to continyad
prograr participation,
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STATEMENT OF DEFICIENCIES |(X1) PROVIDER/SUPPLIER/CUIA (X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 ~ MAIN BUILDING 01 COMPLETED
]
485141 B. WING 41212712016

NAME OF PROVIDER OR SUPPLIEH

STREET ADDRESS, CITY, STATE, ZIP CODE
ALLEGHANY HEALTH AND REHAB 1725 MAIN STREET
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(X4) 1D ~ SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S FLAN OF GORRECTION (EACH .
PREFIX |(EAGH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY|  PREFIX CORRECTIVE ACTION SHOULD BE CROSS- dyel
TAG OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE ARPROPRIATE
S A ~ DEFlClENCY) :
K283} Continued From page 1 : K293 '
K 300
with less than 30 occupants where the line of exit
travel is obvious.) 1.} Addreas the corrective actlon taken
This Standard Is not met as evidenced by: for the identified problem.
Surveyor: 21761 The Facllity Maintanance Director and
Based on observation and interview it was Maintenance Asaistant camplsied rated
revealed the facllity falled to provide exit slgns, door testing and Inspection an 01/06M7.
evidenced as follows; 2,) Address how faclity will [dentify
slmllar ocourrences of the problem.
Findifigs include: No similar oscurrences were identified on
rated door testing and Inspaction on
On 12/27/16, at approximately 11:42 AM,, It was 01/08/17.
abserved there are no exit signs provided frorn 1
.} Identt reslzystomic i
the eénclosed courtyard back into the building. fhin;& g :::;; deﬂziant practice
The Maint Director witnessed thi wil not recur.
e Maintenance Director witnessed this
i i i The Maintenanca Dlrector and or
evidence by observation and interview. Maintenanca Assistant vill (&5t and
K 300| NFPA 101 Protection - Other K 300 Inspect rated doors monthly and

58=F '

Protection - Other "
Listin the REMARKS section any LSC Section
18.3 and 19.3 Protection requirements that are
not addressed by the provided K-tags, but are
deficient. This information, along with the
applicable Life Safety Code or NFPA standard
citation, should be included on Form CMS-2567.

This Standard is not met as evidenced by:
Surveyor: 21761

Based on observation and interview, it was
revealed the facllity failed to test rated doors,
evidenced as follows:

v

Findings Include:

On 12/27/16 upon records review, at
approximately 11:42 A.M., it was observed that
documentation could not be provided for rated

document findings for compliance.

4.) Indleate how faciilty will monitor its
peiformance.

The documanted findings and Inspaction
of the rated doors will be submittad and
discussed In the safety commitlee
monthly and any issuss will be submitted
{o tha QAPI commiiise at least quartarly
for additional recominiendations. :

§.) Date of carrection.
Compliance Dats Is 01718117

H
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{%4) I " SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S FLAN OF CORRECTION (EAGH ot
PREFIX |(EAGH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY|  PREFIX CORRECTIVE ACTION SHOULD BE CROSS- e
TAG © ORLSGC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE
. TR : © DEFICIENCY) i
K 300| Continued From page 2 K 300 K711 i
door testing and Inspection. (Sections 1.) Addresa the corractive actlon taken’
7.2.1.16.2,7.2.1.18.3, 7.2.1,15.4) for the Identifled problem. ;
. , ' ) The written emergency procadures as of
The Maintenance Director witnessed this 01/05/17 do mcru%e t‘l:xyeﬁ"emnva[ of i
evidence by observation and interview, whaeeled equipment stored In comidors.
K711| NFPA 101 Evacuation and Relocation Plan K711|  The Facliiy written smergency procedure
§G=F booklets/binders/manuals at the nurses

Evacuation and Relocation Plan

There is a written plan for the protection of all
patients and for thelr evacuation in the event of
an emergency,

Employees are periodically instructed and kept
informed with thelr duties under the plan, and a
copy of the plan is readily avallable with
telephone operator or with security. The plan
addresses the basic response required of staff
per 18/19.7.2.1.2 and provides for all of the fire
safely plan components per 16/19.2.2.

18.7:1.1 through 18.7.1.3, 18.7.2.1.2, 18.7.2.2,
18.7.2.3, 19.7.1.1 through 19.7.1.3, 19.7.2.1.2,
18.7.2.2, 19.7.2.3

This Standard is not met as evidenced by:
Surveyor: 21761

Based on observation and Interview, it was
revealed the facllity failed to provide complete
emergency procedures, evidenced as follows;

Findings include:

1. On 12/27/16 at approximately 12:20 BM., &
was observed during record review that the
written emergency procedures do not include the
removal of wheeled equipment stored In
carridors.

2. On 12127116 at various times during the
survey, it was observed during record review that
the written emergency procedure booklets at the
nurses’ stations do not contain the latest
revisions to match the facility's master

FORM CMS-2567(02.96) Previous Versions Obsalete

stations have been updated and revisad
as of 01/05/17 to match the fadllity
master procedures manysal,

2.) Address how facllity will ldentify
elmllsr accurrences of the problem,

No similar sceurrences wers Idantified

upon review of procadures and manuals
on 01/08/17,

3.} ldentlfy measuresisystemic

changes to ensurs deficlant practics
wiil nat recue,

The Diractor of Clinfeal Education will e~
In service and reeducats staf on
smergency procedura
bookleta/binders/manuals content and
loeation,

i

Tha Malntenance Director and or
Malntenance Asslstant will review and
update the emergency procedures,
Facilily emergancy
booklets/binders/manuals as necessary
and required on a monthly basls. ]
4.) Indlsata how facility will monitor lts
perfonmance,

The Malntenance Dirsctor and or

Malntenance Asslstant will review

changes and updales fo the Facllity

written emergency procedures and

booklets/binders/manuals with the safety |

commities monthly and any lssues will be |

submitted to the QAP| commitiee at least |

quartsrly for addilional recommendations. ;
)

5.} Date of corraction.
Compllance Date Is 01/19/17

heet Page 3 of 13
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CENTERS FOR MEDICARE & MEDICAID SERVICES ) OMB NO, 0938-0391.
STATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION X3y DATE SURVEY
AND BLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING 01 - MAIN BUILDING 04 ~ COMPLETED
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NAME OF FROVIDER OR SUPPLIER - STREET ADDRESS, GITY, STATE, ZIP CODE /
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CLIFTON FORGE, VA 24422
{%4) D ) SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (EACH JOL
PREFIX |(EACH DEFICIENGY MUST BE PRECEDED BY FULL REGULATORY|  PREFIX CORRECTIVE ACTION SHOULD BE CROSS- fPLET
TAG OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE
‘ ' DEFIGIENGY)
K711| Continued From page 3 ‘ K711
procedurss manual, K 783

1.} Address the corrective actlon taken
The Administrator witnessed this evidence by fo)r the identifled problem, !

abservation and interview. The decorative hollday cardboard

K 753| NFPA 101 Combustible Decorations K753 firaplace was removed from the maln

5S=F lobby on 12/27/18 by facllity staff,
Combustible Decorations o 2.) Address how facility will Identify
Colmbustibte fticofrgtionis sf;all bi prohibited simitar accurrences of the problem.
unless ong of the following Is met:
* Flame retardant or treated with approved ':t?d?}l{;n &éﬁﬁiﬁc;:e:ngf:sﬁmm?on :
fire-retardant coating that is listad and labeled for 1212718, i

roduct. :
" Decarations meet NFPA 701. 3 idantlfy measurselsystamic
* Decoratlons exhibit heat release less than 100 :m";' ',‘,%ﬁ:guern“m deficlant practice
kilowatts in accordance with NFPA 289, )
* Decorations, such as photographs, palntings Current staff will be re-educated and redn
and other art are attached to the walls, cellings 322’;?30‘;2 ‘;;“g:gig;g:g%’lmlcax
?gqlnsog‘ﬁrﬁ'ga;eg goors in accordance with Educatlan. The resident councll will be re
2-(.9.8 0r1d./.9.6. informed of regulation requirements.

* The decarations in existing occupancies are In
such limited quantities that a hazard of fire is not Tha Maintenance Dirsctor and or
present. Maintenance Assistant will add
18.7.6.6, 19.7.5.6 combustible decorations to the
This Standard is not met as evidenced by: Melntananca round checklsts.
Surveyor: 21761 : _ 4.} Indicats how facliity will monlior ite i
Based on observation and interview, it was , performanee, - - a

reyealed the facility falled to comply with the

requiremants for combustible decorations, The Malntenance Directar and or

Malntenance Assistant will review the )
Maintenance rounds checkllst periaining.
to combustible decorations at the safety !
committes meeting with those minutes

Findings include;

On 12/2718, at approximately 12:35 P.M., it was forwarded fo QAP! at least quarterly for
observed that thers is a large combustible tranding and {racking as well as
cardboard fireplace in the main lobby. addltional recommendationa for

compllance If raquired,
The Malntenance Director witnessed this
evidence by observation and interview.

K 801| NFPA 101 Fundamentals - Building System K901
$5=F| Categories

8.} Date of correctlon.
Compllance Data iz 01/19/17

FORM CMS-2567(02-99) Pravious Verslons Obsolste BDEX21 If continuation shest Page 4 of 13
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STATEMENT
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{x1) PROVIDER/SUPPLIER/CLIA
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i

486141
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NAME OF PROVIDER OR SUPPLEER
ALLEGHANY HEALTH AND REHAB
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1725 MAIN STREET
CLIFTON FORGE, VA 24422

(X4} I SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (EACH e on
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY|  PREFIX CORRECTIVE ACTION SHOULD BE CROSS- e
TAG OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE
' DEFICIENCY)
K 801| Continued From page 4 K 801 K 904 |
— L 1.} Address the corrective action tzken
Fundamentals - Building System Categories
Building systems are designed to meet Category for the Identified problam.
1 through 4 requirements as detalled in NFPA 99. A calegory risk assessment was
Categories are determined by a formal and g“”ma““‘-‘d and complated on 01/04/17
documented risk assessment procedure Mya?; Qgsmlnlslrator and Nurse Unit
performed by qualified personnel. g
Chapter 4 (NFPA 99) 2.) Addreas how facllity will ldantify
similar oceurrences of the problem.
No similer ocourrences wers ldenfified at
this time 01/04/17. k
s 3.} ldentify measurea/aystem? ‘
This Standard is not met as evidenced by: cthges {Y, BREUTS dﬂz]e:t p;cﬂce
Surveyor; 21761 will not rasur.
Basad on observation and interview, it was Liﬁsmdg%ﬁmlggﬁjm 3‘:‘?" of
. . : gers will |
revealed the facility failed to provide a formal and complets a farmal and docurmentad
documented category risk assessment,  category rigk assesement monthly. 1
avidenced as follows; .
4.) Indlcate how fasility will monitor itz
Findings include:; performance.
) The Facliity Administrator, Director of
On 12/27/16 upon records review, at Nursing and or Nurse Unit Managers will -
approximately 12:55 P.M., it was observed that trend and report any issues from the !
no documentation could be provided for a formal monthly sk essessmént to the QAP
and documented risk assessment. committee for additional follow up. ‘
The Malintenance Director witnessed this 8.) Date of comrection,
evidence by observation and interview, Compllance Dats Is 01/19117 !
K 914| NFPA 101 Electrical Systems - Maintenance and K914
88=F| Testing
Electrical Systems - Maintenance and Testing
Hospital-grade receptacies at patient bad
locations and where deep sedation or genaral
anesthesia Is administered, are tested after initial
installation, replacement or servicing. Additional
testing is performed at intervals defined by
documented performance data. Receptactes not
listed as hospital-grade at these locations are

FORM CMS-2567(02-89) Pravious Verslons Obsoleta

BD6X21
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FORM APPRQOVED

STATEMENT OF DEFIGIENCIES (%1} PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONSTRUCTION 1X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A. BUILDING 04 - MAIN BUILDING 01 COMPLETED

495144 B. WING 1212712016
NAME OF PROVIDER OR SUPPLIER

OMB NO, 0938-0381

ALLEGHANY HEALTH AND REHAB

STREET ADDRESS, CITY, STATE, ZIP CODE |

1725 MAIN STREET :
CLIFTON FORGE, VA 24422

(4) D _ SUMMARY STATEMENT OF DEFIC(ENCIES D PROVIDER'S PLAN OF CORRECTION (EACH o wgﬁn oN
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY]  PREFIX CORRECTIVE ACTION SHOULD BE CROSS- ]
TAG ‘ OR LSG IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE
‘ o * DEFICIENCY)

K 914/ Continued From page 5 K914 o oua ‘ '
tested at intervals not exceeding 12 months. Line ! ven
Isolation monitors (LIM), if installed, are tested at 1) Address the carrectivs action taken
Intervals of less than or equal to 1 month by for the identified prohiam.
actuating the LIM test switch per 6.3.2.6.3.8, The Malntenancs Director and
which activates both visual and audible alam. _Malnienance Asslstant complsted
For LIM circuits with automated self-testing, this inspaction and testing of nan-hospital
manual test Is performed at Intervals less thar or grada raceplacies In patlent care areas
equal to 12 months. LIM circuits are tested per on 01/04/17.
6.3.3.3.2 after any repair or renovation to the 2.) Address how facllity will ldentify
slectric distribution system. Records arg similar ascurrences of the problem, |
maintained of required tests and associated No slmllar occurrences were identified at
repairs or modlfications, contalning dats, room or this time by the Maintenance Diractor ‘
area tested, and results. and Malntenance Asslstant, %
6.3.4 (NFPA 98) 3.} ldentliy measures/systemlic
This Standard is not met as svidenced by changes to ensure deficlent practice
Surveyor: 21781 wiil not racur, ,
Based on observation and interview, it was and'or ‘
revealed the facilty falled to provide periodic N B e
testing of electrical equipment, evidenced as Inspection and testing of non-hospital
follows; grads electrical receptaclas on st least

. an annuel basls and monilor on

Findings include: Maintenance rounds chackilsta. ;

On 12/2718 at approximately 11:10 A.M., it was 4.) Indicate how facllity will monitor its

observed during review of facility docurmentation performanice. |

there are no records of inspection and testing for The Malntenance Director will document

non-hospital grade electrical receptacles in - any trands and comrective actlon taken

patient care areas. and raport manthly to tha QAP!

commitiea for further recommendations

The Maintenance Director witnessed this 5.) Date of correction, :

evidence by observation and Interview. Comoil Date Is 01/19/17 :
K 915| NFPA 101 Electrical Systems - Essential Electric | Kgi5| o P oo ‘
58=F| Syste

Electrical Systems - Essential Electric System
Categories

“Critical care rooms (Category 1) in which
electrical system failure is likely to cause major
injury,or death of patients, including all rooms

where electric fife support equipment is required,

FORM CMS-2567(02-99) Previous Verslans Obsolets
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NAME OF PROVIDER OR SUPPLIER

ALLEGHANY HEALTH AND REHAB

STREET ADDRESS, CITY, STATE, ZIP CODE

1725 MAIN STREET
CLIFTON FORGE, VA 24422

{%4) ID SUMMARY STATEMENT OF DEFICIENCIES , D PROVIDER'S PLAN OF CORRECTION (EACH o
PREFIX  |(EAGH DEFIGIENCY MUST BE FRECEDED BY FULL REGULATORY|  PREFIX CORRECTIVE ACTION SHOULD BE CROSS- e
TAGQ OR LSC IDENTIFYING INFORMATION) TAQ REFERENCED TO THE APPROPRIATE
. DEFICIENGY)
K@15| Continued From page 8 K95 | xo4s
are served by a Type 1 EES. ‘
*General care roo):gs (Category 2) In which :&L?ﬁ:{g:gt}g:‘;"m‘;‘: actlon taken .
electrical system fallurs Is likely to causa minor , P ’
injury to patlents (Category 2) are served by a Category documentation for essential
Type 1 or Type 2 EES. lecirical systems was complated on
*Basic care rooms (Category 3) in which 01/03M7.
electrical system fallure Is not likely to cause 2.} Address how facliity will identify
injury to patients and rooms other than patient simllar occurrences of the problem.
care rooms are not required to be served by an No simliar occurrencas were identifisd
EES. Type 3 EES life safety branch has an upon completion of category 1
alternate sourcs of powsr that will be effective for documentation for sssentlal elactrical |
1-1/2 hours. gystame on 01/03/17. p
3.3.1 38, 6.3.2.2.10. 6.6.2.2.2, €.6.3.1.1 (NFPA 3') |denﬂfy measums[sygtem]c
89), TIA 12-3 changes to ensure deficlent practice
This Standard Is not met as evidenced by: wiil not recur.
Surveyor: 21761 Category documentstion for essantial
Based on observation and interview, it was elactrical systems will be updated f
revealad the facility falled to provide electrical " manthly by the Administrator and or
systems documentation, evidenced as follows; Malntenancs Director / Malntensncs
N Asslstant to snisure compliance
Findings Include: 4.} Indlcate how faciilty will monliorlts
On 12/27/16, upon records review, at performance.
approximately 11:57 AM,, it was observed there Tha Adminlstrator and or Malntenance |
Is ho category documentation provided for Dlred;ir will ggﬁugzgzmtzgggz and
y i coiractive g :
essg*it_ial e!ec} rical ;ygtems. monthly {o the QAP! commiitee for :
The Maintenance Director witnessed this further recommendations ‘,
evidence by observation and interview. 8.) Date of comrection, '
K 918| NFPA 101 Electrical Systems - Essential Electric K918 | compliance Date is G1/1817 |
s85=F| Syste
Electrical Systems - Essential Electric System
Maintenance and Testing
The generator or other alternate power source
and assoclated equlpment Is capable of
supplylng service within 10 seconds. If the
10-second criterion is not met during the monthly
test, a process shail be provided to annually
confirm this capability for the life safety and

FORM CIMS-2567(02-88) Pravlous Versions Obsolete
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(X4 iD SUMMARY STATEMENT OF OEFICIENGIES D PROVIDER'S PLAN OF CORRECTION (EACH O
PREFIX | (BACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY|  PREFiX CORRECTIVE ACTION SHOULD BE CROSS- IPLET
TAG OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE ,
: Coe e T . DEFCIENCY) I
K818/ Continued From page 7 K918

critical branches, Maintenance and testing of the
generator and transfer switches are performed in
accordance with NFPA 110, ;

Generator sets are Inspected weekly, exercised
under load 30 minutes 12 times a year in 20-40
day intervals, and exercised once every 36
maonths for 4 continuous hours, Scheduled test
under load conditions include a complete
simulated cold start and automatic or manual
transfer of all EES loads, and are conducted by
competent personnel, Maintenance and testing of
stored energy power sources (Type 3EES) are in
accardance with NFPA 141, Main and feeder
circuit breakers are Inspected annually, and a
program for periodically exercising the
components is established according to
manufacturer requirements. Written records of
maintenance and testing are maintained and
readily available, EES electrical panels and
circuits are marked and readily identifiable,
Minimizing the possibility of damage of the
emergency power source is a design
cansideration for new irstallations.
B.44,6.54,68.4 (NFPA 99), NFPA 110, NFPA
111, 700.10 (NFPA 70)

This Standard s not met as svidenced by:
Surveyor: 21761 SR
Based.on abservation and interview, it was
revealed the facility failed to provide emergency
generator maintenance, evidenced as follows;

Findings include;

1. On 12/27/16 at approximately 12:57 P.M., it
was observed during record review that there are

ng records of the generator battery electrolyte
levels.

2. On 12/27/16 at approximately 12:58 P.M., it
was observed during record review that there are

Keda

+ for the ldentifled problem.

01004117,

was located afler survey.

will not recur.

performancs.

recommendailons

8.} Date of corrgction.

1)) Address the corrective action taken

tatlon
Maintenance completed documen
of generator battery alectrolyts levels on

nerator monthly testing was i
S:mplatad on 12/28/16. Documantation

y
2.} Addrasa how faciiity will iden
al)mnar cceurrances of the problem.

|
No simiiar accurrences were dentified. |

3. ldentify measurssleystemic
ch)ange z ensure deficlent practice

mentation for genarator battery
Eigizalyte, genaratar tasting will be he
updated and documanted monthly by ;
Malatenancs Director/ Malnienancs :
Asslstant and forwardad {o the ,
Adminiatratar for review and compliance

4. Indicats how facliity will monltor its i

The Adminlstrator and or Malntenance

- Director will document any frends aru;ih i
corractiva action taken and report to the
QAP! commitiee quarterly for further

Compliance Date Is 0111817

i
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CENTERS FOR MEDICARE & MEDICAID SERVICES ; OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES  |ix4) PROVIDER/SUPPLIER/GLIA (X2) MULTIFLE CONSTRUCTION - |} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 - MAIN BUILDING 01 COMPLETED
485141 8, WING 12/127/2016
NAWME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
ALLEGHANY HEALTH AND REHAB 1725 MAIN STREET
: ) CLIFTON FORGE, VA 24422
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (EACH (ke
PREFIX |(EACH DEFICIENGY MUST BE PRECEDED BY FULL REGULATORY|  PREFIX CORRECTIVE ACTION SHOULD BE GROSS- COMPLETION
TAG ~ OR LEC IDENTIFVING INFORMATION) TAG REFERENCED TO THE APPROPRIATE
O B DEFIGIENCY)
K918| Continued From page 8 Kg18 e '
na records of generator manthly testing for o Kete
several months, ‘ 1.} Address the corrective actlon taken
. - for the {dentified problem. :
The Maintenance Director witnessed this The junction box was to bs Installed by
evidence by observation and interview, the electician on 01/08/17.
K 919| NFPA 101 Electrical Equipment - Other K918 | 2 Address how facliity will Identlfy
88=D ' similar cccurrences of the problem.
Electrical Equipment - Other No similar occurrances were ldentified
List in the REMARKS section any NFPA 99 upon facility rounds on 04/0BAM7. |
Chapter 10, Electrical Equipment, requirements i v
that ara not ;;,{ﬁdressgq by the provided K-Tags, :t;)ag’;;‘fg ?f;:;ﬁzﬁé:fﬂ,;cﬁca !
but are deficlent. This information, along with the will not reeur, 1
applicable Life Safety Code or NFPA standard g )
citation, should be included on Form CMS-2567. The Maintenance Director and or
Chapter 1 Malntenancs Assistant have added
pter 10 (NFPA 98) to
chacking the laundry junction boxes
This Standard s not met as evidenced by thelr Malntenance rounds checklist,
Surveyar, 21761
Based on abservation and interview, it was 4.} indicate how facliity will monltor ite
revealed the facllity failed to maintain elecirical performance. :
equipment, evidenced as follows; The Malntenance Diractor and or ;
n Malntenancs Assistant will review the
Findings include: Malntenence rounda checkilst, along with E
work arder history with the salsty i
On 12127116 at approximately 2:56 PM, it was commitiee monthly end any lssuas will be *
observed there is an electrical wiring splice that submitted to tha QAP| committee at least |
Is not protected by an approved Jjunction box for quartery for additona! recommendations.
the exhaust fan behind the clothes dryers, ‘
8.) Dats of correction.
The Maintenance Director witnessed this Compllance Date s 01118/17
evidence through observation and intervisw.
K 20| NFPA 101 Electrical Equipment - Power Cords K920
S8=D| and Extens
Electrical Equipment - Power Cords and
Extension Cords ‘
Power strips in a patient care vicinity are only
used for components of movabls
patient-care-related electrical equipment
(PCREE) assembles that have been assembled

FORM CMS-2587(02-09) Previous Versions OCbsolete
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DEPARTMENT OF HEALTH AND HUMAN SERVICES .FORM APPROVE
CENTERS FOR MEDICARE & MEDICAID SERVICES OMBNO; 0838-039
STATEMENT OF DEFICIENCIES ~ [(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIQA‘I’ION NUMBER: A. BUILDING 01 - FAIN BUILDING 04 ’ COMPLEI:ED
495141 B. WING 1212712016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE '
ALLEGHANY HEALTH AND REHAB 1725 MAIN STREET
' CLIFTON FORGE, VA 24422
(X4} 1D SUMMARY STATEMENT OF DEFIGIENCIES B D PROVIDER'S PLAN OF CORRECTION (EACH cnmﬁ)ﬂou '
PREFIX |(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY]  PRaFIx CORRECTIVE ACTION SHOULD BE GROSS- et
TAG " ORLSC IDENTIFYING INFORMATION) \ TAG REFERENCED TO THE APFROPRIATE
, o : DEFIGIENCY) -
K920| Continued From page 9 Ke2o, . -
by qualified personnel and meet the conditions of K820 ,
10.2.3.6. Power strips in the patient care vicinity 1.} Address the corractive action taken
may not be used for non-PCREE (e.q., personal for the Identified problem.
electranics), except In long-term care r esident The multiple-outlet extanslon cords and
rooms that da nat use PCREE. Power strips for - ad:pter it the lobby and Activities Room
PCREE meet UL 1363A or UL 60601-1. Power were removed on 12/27/18,
strips for non-PCREE In the patient care rooms 1l Identi
(outside of vicinity) mest UL 1363. In non-patient lar ol il Idertty |
care rooms, power strips mest other UL fied !
standards, All power strips are used with general No similar °°°”"9”°°71‘_',’°r° Identifie g
precautions. Extetision cords are not used =s g Upon rounds on 01/04/17. |
substitute for fixed wiring of a structure. 3.} identlfy measures/systemic ‘,
Extension cords used temporarlly are removed changes to ensure deficlent practice !
Immediately upon completion of the purpose for will not recur, '
which it was installed and meets the conditions of The Malintenance Director and I
10.2.4, Malmtenance Asslstant will chack and I
10.2.3.6 (NFPA 99), 10.2.4 (NFPA 89), 400-8 document weskly on thelr Malntenance
(NFPAT0), 590.3(D) (NFPA 70), TIA42-5 rounds chacklists that araas are checked :
This Standard is not met as evidenced by: for mullipls extenslon cords and
Surveyor: 21764 adapters, .
fased on observation and interview, it was 4.) Indlcate how facllity will monitor lts
revealed the facility failed to properly use performance. :
i ; A )
e éctrigai equipment, evidenced as follows: ‘ The Malntenance Director and or .
: Malntenance Assistant will review tha b
Findings include: Malntenance rounds chackilsts monthly 5
e? . and submit findinga to the safety i
1. Oq 12127118 at-approximately 12:40 PM., it ' committes monthly and any Issues will be
was observed by Inspection that there is an submitted {0 tha QAPI committes at least
unapproved multiple-outlet extension cord quarlerly. !
powering the Christmas tree In the entrance ;
lobby. §.) Date of correction, i
e Compliance Date la 0111917
2. 0n 12027116 at approximately 3:05 P.M., it
was observed by inspection that there Is an
unapproved multiple-outlet adapter in use in the
Activities Room of A-Wing.
The Maintenance Director witnessed this
evidence by observation and interview,
K 821{ NFPA 101 Electrical Equipment - Testing and K 921

FORM CMS-2567(02-99) Previous Versions Obsolate BDBX21 f continuation sheet Page 10 of 13
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* FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES ’ OMB NG,QQ%«GBQ
STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER; A, BUILDING 01 - MAIN BUILDING 01 COMPLETED
485144 B, WING 1212712016
NAME OF PROVIDER OR SURPLIER : ‘

ALLEGHANY HEALTH AND REHAR

STREET ADDRESS, CITY, STATE, ZIP CODE

1725 MAIN STREET ‘
CLIFTON FORGE, VA 24422

(X4 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (EACH conbon
PREFIX  |(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY]  PREFIX CORREGTIVE ACTION SHOULD BE CROSS- LT
TAG OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIA
o : & DEFICENGY) :
K 821| Continued From page 10 K921
‘ : K 921
58=F| Maintenanc
, 1.} Address the corrective action taken
. P aiv.
Electrical Equipment - Testing and Maintenance for the Identiflad problem

Requirements .

The physical integrity, resistanca, leakage
current, and touch current tests for fixed and
portable patient-care related electrical equipment
(PCREE) is performed as required in 10.3,
Testing intervals are established with policies and
protocols, All POREE used in patient care rooms
is tested In accordance with 10.3.5.4 or 10,3.6
before being put into service and after any repair
or'madification. Any system consisting of several
electrical appliances demonstrates compliance
with NFPA 89 as a complets system. Service
manuals; instructions, and procedures provided
by the manufacturer include information as
required by 10.5.3.1.1 and are considerad in the
development of a program for electrical
equipment maintenanca, Electrical equipment
instruetions and maintenance manuals are
réadily avallable, and safety labels and
condensed operating Instructions on the
appliance are fagible. A record of electrical
equipment tests, repalrs, and madifications is
maintained for a perlod of time to demonstrate
compliance in accordance with the facility's
paolicy. Personnel responsible for the testing,
maintenance and use of electrical appliances
receive continuous tralning.

10.3, 10.5.2.1,10.5.2.1.2, 10.52.5, 10.5.3,
10.5.6, 10.5.8

This Standard Is not met as evidenced by
Surveyor: 21761 ,

Based on observation and interview, it was
revealed the facility failed to provide testing of
elgctrical equipment, evidenced as follows:

Findings include:

Poriable Patlent Care Related Elsctrical
Equipment will be Inspected and tesiad
by Maintenance Director and
Maintenancs Assistant by 01/1017

2.} Addreas how facliity will identify
almliar ccourrencea of the problem.

No slmilar ccounrsnces wers ldentified,

3.} identify measures/systemic
changes to snaure daflclent practice
will not recur.

The Malntenance Director and
Maintenance Assistant will test and
Inspect all poriable patient care related
elecirical equipmant weekly on thelr
Malntenance rounds checkllsts,

1

4.} Indicats how faclilty will monltorits
performance.

The Malntenance Director and or
Malntenance Assistant will review the .
Maintenance rounds chacklisis related to
poriabls patlent care related electrcs!
equipment monthly and submit findings |
to the safety committes monthly and any |
Issues will be submitted to the QAP
comimities at least quartery.

8.) Date of correction. {
Compliance Date Is 011917

FORM CMS-2567(02-68) Previous Verslons Obsaleta
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FORM APPROVED

NAME OF PROVIDER OR SUPPLIER
ALLEGHANY HEALTH AND REHAB

STREET ADDRESS, CITY, STATE, ZIP CODE

1725 MAIN STREET
CLIFTON FORGE, VA 24422

(X4) ID W SUMMARY STATEMENT OF DEFICIENCIES, [[o] PROVIDER'S PLAN OF CORRECTION (EACH cmﬁg.fg'ﬂoﬁ
PREFIX |{EAGH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY]  PREFIX CORRECTIVE ACTION SHOULD BE CROSS- o]
TAG ? OR LSO IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE
co : : - DEFICIENCY)
K'921| Continued From page 11 K921 1
On 12/27/16 at approximately 11:20 AM., It wa Ke23
observed during review of facility documentaﬁoa 1.) Addreas the corractive action taken
there are no records of inspection and testing fo for the Identified problem.
portable patient care related electrical equipment. Signage was ordered on 12/28/18 and
' . instalied on the doors on 01/03/17.
The Malntenance Dirsctor witnessed this
evidence by observ?mon and interview. 2.) Address how facility will Identify
K923 NFPA 101 Gas Equipment - Cylinder and K923 | gimilar occurrences of the problem.
SS=F| Container Storag

Gas Equipment ~ Cylinder and Container Storage
Greater than or equal to 3,000 cublc feet
Storage lacatlons are designed, constructed, and
ventilated in accordance with 5.1.3.3.2 and
5.1.3.3.3.

>300 but <3,000 cubic fest

Storage locations are cutdoors in an enclosure or
within an enclosed Interior space of non- or
lirpited- combustible construction, with door (or
gates outdoors) that can be secured. Oxidizing
gases are not stored with flammables, and are
separated {rom combustibles by 20 fest (5 feetif
sprinklered) or enclosed In a cabinet of
noncambustible construction having a minimum
112 hr. fire protection rating.

Less than or equal to 300 cubic feet

in a single smoke compartment, individual
cylinders available for immediate use In patient
care areas with an aggregate volume of less than
or equal to 300 cubic feet are not required to be
stored in an enclosure, Cylinders must be
handled with precautions as specified in 11.8.2.
A precautionary slgn readable from 5 feet is on
each door or gate of a cylinder storage room,
where the sign includes the wording as a
minimum "CAUTION: OXIDIZING GAS(ES)
STORED WITHIN NO SMOKING."

Storage Is planned so cylinders are used in order
of which they are received from the supplier.

Empty eylinders are segregated from full

No similar occurrencas wers ldentified E
upon rounds on 01/03/17, !

3.) ldentify measures/systemic
changes to ansure deflclent practice
will not recur,

The Facllity Maintsnance Director and or !
Malntenance Assistant will document that -
the oxygen slorage roormns have the ,
propar slgnage that includes the required |
wardlng on thelr Malntenance rounds

. checkilsts,

4.} Indicate how facliity will monitor its '
performance.

The Malntenance Rounds chacklists will i
be reviewed and submitied to tha f
Adminlstrator weekly for tracking and I
tranding and resulis reported {o the s
Safety Committee monthly and QAP{
commities at least quarterly for additional
recommendations,

§.) Dats of correction.
Compliance Date is 01/18117

FORM CMS-2567(02-99) Previous Verslons Obsoleta
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STATEMENT OF DEFICIENGIES (1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 - MAIN BUILDING 04 COMPLETED
495141 8. WiNG 12/2712018

NAME OF PROVIDER OR SUPPLIER
ALLEGHANY HEALTH AND REHAB

STREET ADDRESS, CITY, $TATE, ZIP GODE

1725 MAIN STREET
CLIFTON FORGE, VA 24422

(X4} ID SUMMARY STATEMENT OF DEFICIENGIES iD FROVIDER'S PLAN OF CORREGTION (EAGH con 4@@?1&&
PREFIX  |(EACH DEFICIENGY WMUST BE PRECEDED BY FULL REGULATORY|  PREFIX CORRECTIVE ACTION SHOULD BE CROSS- el
TAG o OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROFRIATE
N Lo oo DEFICIENCY)
K 923| Continued From page 12 . . L K923

cylinders. When facility employs cylinders with
Infegral pressure gaugs, a threshold pressure
considered empty is established. Empty
cylinders are marked to avold confusion.
Cylinders stored in the open are protected from
weather,

11.3.1, 11.3.2, 11.3.3, 11.3.4, 11.6.5 (NEPA 28)
This Standard Is not met as evidenced by:
Survevar: 21761 )

Based on obsarvation and interview, it was
revealad the facillty failed to properly mark
medical gas storage, evidenced as follows;

Findings include;

On 12/27/16 at varlous times it was observed by
Inspection that the oxygen storage rooms
slgnage throughout the facility did not Include the
wording "'CAUTION: OXIDIZING GAS(ES)
STORED WITHIN. NO SMOKING", at 2
milnlmum.

The Maintenance Director witnessed this
avidence by observation and interview,

o
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DEPARTMENT OF HEALTH AND HUMAN SERVIGES W-0001-002 'FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NGO, QQ3B-0391
MENT OF DEFICIENG 1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
iﬁ%‘“ﬁmﬁp cogsscrlones 0 IDENTIFICATION NUVBER, A. BUILDING 02 - PHARMACY DISPENSING COMPLETED
: AREA
485141 B, WING 1212712016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
ALLEGHANY HEALTH AND REHAB 1725 MAIN STREET
‘ CLIFTON FORGE, VA 24422
(%4) D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (EACH co
PREFIX |(EACH DEFICIENGY MUST BE PRECEDED BY FULL REGULATORY,  PREFIX CORRECTIVE ACTION SHOULD BE CROSS- (PLET
TAG OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE |
: R ‘ ) DEFICIENCY) _
K 000} INITIAL COMMENTS K000 e o
- ; Praparation andiof exacution of the Plan
Surveyor: 21761 of G?rr?cﬂontdaes not constifuta . '
. ' admission or agreement of the'provider
Construction Type: 11(000) of the trulh of the facs alaged a1+ -
Number of storles: One Story concluslons st forth In the statement of

daflclencles. The Plan of Cormsclion s

‘ , prapared and/or execulad sdlely becausa
Bullding description: The facliity Is a single room 1t 1s raqulred by the provision of Fadoral.
within the Main one-story building of unprotected, and Stale faw. -7, o
noncorfibiistible conistitiction with corcrats fiaars. This plan of corrastion ia the faciity's
This room is the Pharmacy Storage room only, eredibie allagation of compliance.

and does not contain sleeping areas. b o

Sprinkler Status: The building is fully sprinklered
and protected by NFPA #13 systems supplied by
municipal water.

An unannounced standard recertification Life
Safety Code survey was conducted 12/27/16 In
accordance with 42 Code of Federal Regulation,
Part 483: Requirements for Long Term Care
Facilitles. The facility was surveyed for
compliance using the LSC 2012 Existing
regulations. The facility was not in compliance
with the Requirements for Participation Medicare
and Medicald.

The findings that follow demonstrate non-
compllance with Title 42 Code of Regulations,
483.70(a) et seq (Life Safety from Fire.)

NFPA 101 Elactrical Systems - Essential Electiic
K918| Syste K818
88=F ,
Electrical Systems - Essantial Electric System
Maintenance and Testing

The generator or other alternate power source
and assoclated equipment is capable of

Yoy
LABORATORY DIRECTOR’WPPUER REPRESENTATIVE'S SIGNATURE TITLE (X8} DATE
W Yy &/;Zﬁrwé@émwm 1‘9,{/0&/’/7 .

Any deficlency statan;é’nt ending with an asterisk (*) denotes a deficlenicy which the Institution may be excused from correcting providing it Is determined that
other safeguards provids sufficlent protaction to the patients. (See Instructions.) Except for nursing homes, the findings stated abova are disclosable 00 days

follovdng the date of survey whethar or not a plan of corection is provided. For nursing homes, the above findings and plans of carrection are disclosable 14

days following the date these documents are mads avallablg ta the facility, If deficiencles ara clted, an approved plan of corraction Is requisite to continued
program paricipation,

FORM CMS-2567(02-98) Previnus Verslons Obsolets BOBX21 If continuatian shest Page 1of 3
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K'918| Continued From page 1

supplying service within 10 seconds. If the
10-second criterion is not met during the manthly
tegt, a process shall be provided to annually
confirm this capability for the life safety and
critical branches, Malntenance and testing of the
generator and transfer switches are perfarmed in
accordance with NFPA 110,

Generator sets are inspected weekly, exercised
under load 30 minutes 12 times a vearin 20-40
day intervals, and exercised once avery 36
rmonths for 4 continuous hours. Scheduled fest
under load conditions include a complete
simulated cold start and automatic or mariyal
transfer of all EES loads, and are conducied by
competent personnel, Maintenance and testing of
stored energy power sources (Typa 3 EES) are in
accordance with NFPA 111, Main and feeder
circuit breakers are inspected annually, and a
program for periodically exercising the
components is established according to
manufacturer requirements. Writien records of
maintenance and testing are maintained and
readily available. EES electrical panels and
circuits are marked and readily ldentifiable.
Mgnimizin‘g the possibility of damage of the
Emergency power source is a design
consideration for new installations,

6.4.4,6.54, 6.6.4 (NFPA 99), NFFA 1 10, NFPA
111, 700.10 (NFPA 70)

This Standard is not met as evidenced by
Surveyor: 21761

Based on observation and interview, it was
revealed the facllity failed to provide emergency
generator maintenance, evidenced as follows;

Findings include:

1. On 12/27/16 at approximately 12:57 P.M., it
was observed during record review that there are
no records of the generator battery electrolyte

Ko18 ’ .
Kgig

1.) Addreses the corrective actlon teken
for tha identifled problem.

Malntenance complstad dacumentation
of generator baltary alecirolyts levels on
01/04/17.

Genaerator manthly testing was
completed on 12/28/18. Documentation
was located after survey.

2.) Addreas how facllity will Identify
glmllar occurrences of the problem.

Na similar accurrances were identified.

3.} Identify measuresfsystemlc
changes to ensure deficlent practice
will not rscur.

Documentaiion for generator batiery
slecirolyts, gensrator testing will be
updaled and documented monthly by the
Malntenance Director / Malntenance
Aagslstant and forwardad to the
Adminlstrator for review and compllance

4.) Indicate how facility will monitor Its
performance,

The Adminisirator and or Malntenance
Director will document any trende and
coreciive action taken and report to the |
QAPI commitles quartarly for further
recommendalions

1

&.) Date of comection,
Cotnpllance Date s 01710017

FORM CMS-2567(02-98) Previous Verslons Obsolsts
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(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S FLAN OF CORREGTION (EACH .
PREFIX |{EACH DEFICIENCY MUST BE PRECEDED BY FULL RECULATORY! PREFIX CORRECTIVE ACTION SHOULD BE CROSS- DATE
TAG OR L&C IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE
' s DEFICIENCY)
K918 Continued From page Kgis
levels, ! :

2. On 12/27/16 upon records raview, at
approximately 12:58 P.M., it was observed during
record review that there are no records of
generator monthly testing for several months,

The Maintenance Director withessed this
svidence by abservation and Interview.

FORM CMS-2587(02-98) Pravious Versions Obsolate BO6X21 If continuation sheet Page 3 of 3
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PART IV - FIRE SAFETY SURVEY REPORT
CRUCIAL DATA EXTRACT
(TO BE USED WITH CMS 2786 FORMS)  V-0001-002

Provider Number Facility Name Survey Date
“ 49-5141 Alleghany Health & Rehab - Pharmacy Rm e 12/27/16
K6 DATE OF PLAN K3 MULTIPLE CONSTRUCTION 5| A BUILDING
APPROVAL
TOTAL NUMBER OF BUILDINGS _ 02 B. WING
4/2013 C. FLOOR
NUMBER OF THIS BUILDING __ 02 D. APARTMENT UNIT
LSC FORM INDICATOR COMPLETE IF ICF/IID 1S SURVEYED UNDER CHAPTER 33,
EXISTING
HEALTH CARE FORM
12 [ 2786R 2012 EXISTING SMALL (16 BEDS OR LESS)
1. PROMPT
7
13 | 2786R 2012 NEW . 5 SLow
3. IMPRACTICAL
AHCO FORM LARGE
14 | 2786U 2012 EXISTING
4. PROMPT
15 | 2786U 2012 NEW " c SLow
6. IMPRACTICAL
ICF/ID FORM APARTMENT HOUSE
16 | 2786V, W, X | 2012 EXISTING
7. PROMPT
17 | 2786V, W, X | 2012 NEW ks 8 SLOW

9. IMPRACTICAL

w7 |14

SELECT NUMBER OF FORM USED FROM ABOVE

COMPLETE IF ICF/IID 1S SURVEYED UNDER CHAPTER 33,

(Check if K321 or K351 are marked as not applicable EXISTING
inthe 2786 M, R, T, U, V, W, X, and Y.) ENTER E — SCORE
K321: K351: K5: e.g. 25

K8 FACILITY MEETS LSC BASED ON (Check all that Apply)

Al A2. @ A3. Ad. AS5.

(COMP. WITH ALL (ACCEPTABLE POCQC) (WAIVERS) (FSES) (PERFORMANCE
PROVISIONS) BASED DESIGN)
FACILITY DOES NOT MEET LSC K0180
A. B. C.
B. FULLY SPRINKLERED PARTIALLY SPRINKLERED NONE
(All required areas are (Not all required areas are (No sprinkier system)
sprinklered) sprinklered)
*MANDATORY

Form CMS-2786R (10/2016) Page 50



PART IV - FIRE SAFETY SURVEY REPORT

CRUCIAL DATA EXTRACT W-0001-001
(TO BE USED WITH CMS 2786 FORMS) ) )
Provider Number Facility Name Survey Date
» 49-5141 Alleghany Health & Rehab s 12/27/16
K6 DATE OF PLAN K3 MULTIPLE CONSTRUCTION A BUILDING
APPROVAL A
TOTAL NUMBER OF BUILDINGS _ 02 B. WING
8/15/1975 C. FLOOR
NUMBER OF THIS BUILDING __ 01 D. APARTMENT UNIT
LSC FORM INDICATOR COMPLETE IF ICF/IID 1S SURVEYED UNDER CHAPTER 33,
EXISTING
HEALTH CARE FORM
12 | 2786R 2012 EXISTING SMALL (16 BEDS ORLESS)
1. PROMPT
3|27 2012 N
! 86R EW ks 2. SLOW
3. IMPRACTICAL
AHCO FORM LARGE
14 | 2786U 2012 EXISTING
4. PROMPT
15 | 2786U 2012 NEW " t SLOW
8. IMPRACTICAL
ICF/ID FORM APARTMENT HOUSE
16 | 2786V, W, X | 2012 EXISTING
7. PROMPT
17 | 2788V, W, X | 2012 NEW K8 8. SLOW

9. IMPRACTICAL

wy |14

SELECT NUMBER OF FORM USED FROM ABOVE

COMPLETE IF ICF/IID IS SURVEYED UNDER CHAPTER 33,
(Check if K321 or K351 are marked as not applicable EXISTING
inthe 2786 M, R, T, U, V, W, X and Y.) ENTER E — SCORE

K321: K351: K5: e.g.25

K9 FACILITY MEETS LSC BASED ON (Check all that Apply)

Al. A2, E A3, A4, AS5.

(COMP. WITH ALL (ACCEPTABLE POC) (WAIVERS) (FSES) (PERFORMANCE
PROVISIONS) BASED DESIGN)
FACILITY DOES NOT MEET LSC K0180
A B. C.
B. FULLY SPRINKLERED PARTIALLY SPRINKLERED NONE
(All required areas are (Not all required areas are (No sprinkler system)
sprinklered) sprinklered)
*MANDATORY

Form CMS-2786R (10/2016) Page 50



